D R. BEAN:
The topic for the conference today will be the arterial spider of the skin' and other lesions of skin and mucous membrane which sometimes cause confusion in the minds of physicians. As background for the discussion I will start with a short autobiographic note. This chronicle may help answer a question many students have asked me: "How did you get started in clinical research?" I do not recall having noticed or having had called to my attention the vascular spider of liver disease when I was an undergraduate student of medicine at the UUniversity of Virginia. When I was an intern on Dr. Longcope's service at the Johns Hopkins Hospital, both Dr. Longcope and Dr. Hamman commented casually upon the spider and remarked on its frequent association with chronic liver disease. Neither one was able to give me any references to medical writings on the subject, nor was their own information very extensive. When I went to the Thorndike Laboratory in Boston I again sought information on the significance of the spider and found that no one at that fountainhead of clinical research could give me any additional help. I inquired of Dr. George Minot, Dr DR. RICHARD C. MITCHELL: H. R., a 12 year old white girl, was admitted to the Pediatric Service on Jan. 29, 1953 with the diagnosis of recurrent hepatitis. She had a history of repeated episodes of jaundice over the past two years. She had been in good health until two years ago w-hen she developed diarrhea, vomiting, and a slight fever. Four days after the onset of the illness her family noticed that she was becoming jaundiced. Her urine was a dark amber color, and her stools were clay-colored. She was kept in bed and given a high carbohydrate diet for three weeks. At the end of this time her jaundice had faded and she was allowed full activity. No inoculations had been given and no other skin punctures done prior to the onset of the illness. Approximately 12 other people in the same community had a similar illness at the same time. Since the first episode two years ago she has had four or five similar attacks. The most recent began (luring the latter part of December and continued through the time of her admission to this hospital. Normal activity has continued between the attacks. Her "A publican, aged 30 years, had for some time yielded to the temptation of his calling, and had thereby injured his health, when he was suddenly attacked with epistaxis and to the epistaxis succeeded copious bleeding from the gums. After some time, and subsequently there appeared on the face, the neck, the hands, and the arms, an eruption of red papulae with a diffuse areola. On presenting himself for consultation there were six of these papular spots on the face, chiefly on one cheek, two on the neck and three or four on the hands and forearms. It was evident, on careful examination, they were angiomata; the central prominence was vascular, and around this was a plexus of venules spreading out to the breadth of a quarter or half an inch. In one or two of the spots the central prominence was absent and a plexus alone existed, resulting from angiectasia, or multiplication and hypertrophy of the venous capillaries of the skin. The case is very rare, a sudden eruption of angiomata, and its association with hemorrhage from the mucous membrane of the nose and mouth is very instructive. We are unaware of the conditions of the economy which may tend to the sudden hypertrophy of blood vessels, but we can easily understand how such an occurrence, taking place upon the mucous membrane, might lead to serious hemorrhage; and there is no reason to suppose that the cause of the epistaxis in the instance before us, and the bleeding of the gums may not have been a sudden hypertrophy of blood vessels such as we have just described as appearing on the skin. And it appears to us that as a result, to the well-known hemorrhagic diathesis as a cause of hemorrhage there must also be added a sudden hypertrophy of blood-vessels and rupture of their coat as exemplified in the case before us."
A great deal had been added to the know-ledge of vascular spiders by French There are two distinct varieties of palmar erythema. The first is simply an exaggeration of the ordinary speckled mottling of the palm and is diffuse without regular regional accentuation. In the more common type of "liver palms" the area of most intense redness is the hypothenar eminence and the next most common is the central aspect of the thenar eminence. In the region where the fingers join the hand there are apt to be islands or spots of erythema not directly under the palmar calluses but between them. The next most common area of redness is the palmar surface of the fingertips, and when the condition is extreme the process extends around on the back of the fingers in a horseshoe-like arrangement at the base of the nails. There may be a considerable variation in intensity of the red color from time to time. Characteristically it is bright red, but there may be some irregularity and at times there are cyanotic spots. Ordinarily there is a sharp line of demarkation between the red and the uninvolved skin. MIinor variations in palmar redness are frequent. The correlation between severe chronic liver disease and palmar erythema is not as close as between severe liver disease and arterial spiders. If grown end-artery in the skin. The other is a thickened, coiled artery in the subcutis much larger than those generally found in this region ( fig. 5 ). In the walls are aggregations of glomus cells, the pericyte of Zimmermann, ancestor of ordinary vascular smooth muscle cells. They are irregularly disposed along the vessel wall and may occur in beads or bands. At the punctum there is an abrupt thinning of the wall which breaks up into numerous vessels which are vein-like, having very thin walls but, nonetheless, carrying arterial blood peripherally out to the capillaries and the venous collecting system. Thus the arterial spider is an overgrown end-artery usually containing many glomus cells in the walls of its major central artery and paradoxically it breaks up into many vessels which while carrying arterial blood have the structure of veins.
VENOUS STAR A STUDENT:
Are there other lesions in the skin which may be confused with the spider? DR. BEAN: A lesion which only occasionally gives rise to confusion with the arterial spider is the venous star4 which is found in association with persistent elevations in venous pressure. At times they have a very close resemblance to arterial spiders. The stars usually overlie and are tributary to a vein of large size. Blood flows from the periphery of the star centrally and thence into the collecting vein; the direction of flow is the exact opposite of that in the arterial spider. The pattern, shape and size are much more variable than in the arterial spider. Although the color frequently is blue, in some instances it is bright red and in such circumstances the lesion may have a close resemblance to the spider. Most characteristically these lesions are seen to develop where new collateral veins are enlarging after obstruction of the superior vena cava. At first one may notice only a blue discoloration of the skin, but after a few days or weeks the characteristic star form appears with an irregular central spot, either blue or red, not much elevated above the skin. They may be 2 or 3 inches in diameter. Skin temperature is not higher than over adjacent skin. They are obliterated with pressure. They fill by reflux from their underlying vein. Thus filling is centrifugal, the same as in the spider, but the blood flow is reflux and reversed from the usual direction. Although stars commonly occur along the lower borders of the ribs, they do not follow the anatomic insertions of the diaphragm nor the juncture of the abdominal and costal wall. They are common on the dorsum of the feet, around the ankle and the lower legs both front and back, and above the knee on the medial aspect of the thigh. Smaller ones are apt to appear on the back just at the junction of the neck and thorax and over or just above the region of the sacrum, particularly in women. They are common only after adolescence, but with old lesions there is some atrophy and fading or the color tends to be tinged with a brownish element. The size varies from lesions visible only with magnification to rare instances where the lesion is more than 1 cm. in diameter and attached to the skin by a pedicle. The skin temperature is slightly but probably not significantly lower than that of the adjacent skin. Distribution of cherry angiomas in patients between the ages of 50 and 80 are demonstrated in figure 9 which should be compared with figure 3 of the distribution of arterial spiders. There are the following differences in distribu- tion: The cherry angioma is much rarer on the face and neck and there are proportionately more on the back. They are quite common on the abdomen, relatively common on the lower part of the body. They are not as common on the upper and lower extremities as they are on the trunk. Rarely they occur in hairy portions of the body and a few have been observed in the scalp. The number of individual lesions vary from zero to as many as 300 I counted in one patient. Usually there are somewhere between 10 and 50 in older subjects. The changing incidence with aging is seen in figure 10 . No . .
